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Twelve other states have since introduced similar legislation. These laws are based on the misdirected beliefs that gun safety is not the physician's responsibility, 2, 3 that doctors discussing guns in the clinical setting violates patient privacy, 4 and that physicians are unable to separate personal feelings about guns from their professional duties. 5 For the reasons outlined here, physicians are not only well-positioned to promote patient safety with regard to firearms, but have a responsibility to do so while respecting patient rights. The comfort some gun owners might find in legal sanctions against physicianinitiated gun conversations does not justify the loss of effective and respectful life-saving interventions.
In the United States over the past three decades, there have been approximately 33,000 gun-related fatalities and 80,000 nonfatal gun wounds per year. 6, 7 The cumulative economic cost for gun victims in 2010 was estimated at 174.1 billion-more than the US government paid during the same year to operate the Department of Education, Department of Energy, and NASA combined. 7 Our healthcare system spends a great deal treating gun wounds, leading many to refer to the issue as a public health crisis. 8 Physicians must discuss gun ownership with their patients to reduce these societal burdens.
Some argue that gun-injury prevention through patient counseling is not the physician's responsibility in the clinical setting. 9 However, all physicians work to reduce harm to their patients. Unfortunately, most gun injury fatalities occur within 24 h of being shot, and few who survive fully recover. 8 These facts make it difficult for physicians to reduce harm from gun injuries through treatment alone. If modifying patient gunownership behavior can reduce the infliction of gun injuries, then the best form of treatment is prevention.
Data already exist to support positive effects of physicianinitiated gun conversations. One study found that 25-31 % of subjects improved gun storage practices after physician counseling; another showed that 81 % of African American patients believe physicians should discuss guns with them; another in a predominantly Hispanic pediatric clinic demonstrated 61.6 % improvement in storage practices after counseling. 10 The conversations are happening, and based on limited data, appear to be working.
Some opponents of the physician-patient gun conversation believe that people with mental illness are the primary source of gun injuries. Although nearly 600 lives have been claimed in mass shootings in the past 32 years, several tied to mental illness, gun violence has killed more than a quarter million people over the past decade. 6 The best national data suggest that only 3-5 % of violent acts involve mental illness, and most of those acts do not involve guns. 11 Mental illness does account for a substantial number of gun-related suicides, and suicide accounts for a significant number of annual gun deaths. 6 However, firearm availability in the home is the most significant risk factor for suicide, regardless of mental illness. 12, 13 Because guns are rarely purchased for the purpose of suicide, 14 interventions need to address guns that are already in the home. Physician discussions about depression and rage, which incorporate lethal weapon education, have been shown to decrease suicide rates and future violence. 15, 16 Several laws, including the Brady Act and its amendments, have been implemented to increase background scrutiny and increase gun-purchase waiting period, yet studies have shown that national gun injury and fatality rates have not decreased after their implementation. 11 Furthermore, around 40 % of gun sales are by private owners and are unaffected by such laws.
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Background checks and waiting periods should be supplemented by physician counseling.
Opponents also argue that the doctor's domain is limited to Bhealth^issues, and Bpublic safety^issues are off-limits. 2, 3 If true, this would preclude physicians from addressing risks originating in the external environment. For years, pediatrician conversations about car seats have boosted their use, 17 which has led to significant reduction in infant car injuries and fatalities. 18 Physician-initiated safety discussions to prevent vehicle injury, improve diet, and reduce drug use have become commonplace. 19 So what, if anything, characterizes the prevention of gun injuries as beyond the physician's concern?
One argument is that organizations like the National Rifle Association and local gun clubs exist to provide effective gunsafety training. However, safety training is only required for ownership in six states and there is no federal requirement. 20 There does not appear to be data on the number of gun owners who seek training, and research shows that safety information is rarely provided at the time of gun purchase. 21 With 270 million guns in one-third of U.S. households, 11, 22 and many of those unregistered and/or purchased privately, 11 it is unlikely that safety instruction reaches most gun owners. In contrast, over 82 % of adults and over 92 % of children in the US had contact with a healthcare professional in 2012, and 55.5 % of visits were to primary care physicians. 23 Physician-initiated gun conversations can reach individuals who do not receive training or safety information elsewhere.
Many believe that physician-initiated gun conversations violate patient privacy. 4 However, patients are not required to engage in gun discussions, and they should not incur repercussions for refusing to answer related questions. If a physician refuses to treat a patient on these grounds, then the patient deserves to find another physician less blinded by personal beliefs. Some patients may feel coerced to answer their physicians' questions due to power dynamics, which would reinforce the need to empower patients in healthcare settings, but questions about gun ownership do not uncharacteristically pry into patients' personal lives. Gun ownership is not more personal than sexual practices, smoking habits, or vaccine status, all expected medical topics. It is accepted that physicians will seek relevant private patient information to provide effective care. Gun ownership is relevant because of its significant correlation with physical injury.
Despite this, Florida's Bdoctor gag order^law passed in 2011 (currently under appeal), 1 and twelve other states are working on similar laws. The validity of such laws hinges in part on whether medical care is protected as free speech under the Constitution. The latest court interpretation requires a Breasonable fit^between a prescribed restriction on professional-client speech and the important reason justifying the restriction, in this case characterized as the protection of patient privacy. 24 Gun ownership is not a more private subject than other accepted medical topics, including sexual practices and smoking behavior. Nor are patients required to respond to physicians' gun questions, so the patient's personal sphere is not infiltrated without permission.
Parts of the gun lobby support gag laws because they believe that physicians intend to share information about gun owners with government to create tracking databases. 25 Patient medical records are subject to strong privacy laws governed by the Health Insurance Portability and Accountability Act. If such private data transfer occurred, physicians would be subject to severe penalties including major fines, prison time, and revocation of licensure. [26] [27] [28] Physicians know that consequences are not limited to their individual practices-the field of medicine is jeopardized by breaches of patient trust. Gun ownership discussions are, and will always be, held in the same confidences as all physicianpatient conversations.
Due to the quantity and severity of gun injuries, many physicians are against keeping guns in the home. Regardless of what proportion they constitute of the total physician population, we must trust in each physician's ability to separate personal views from professional care. If we limited physicians' rights to discuss other private topics to prevent the possibility that their beliefs would inform their delivery of care, then fewer children would be vaccinated, more would be injured in car accidents, sexually transmitted infections would be more rampant, and more people would die of drug-related diseases. Physician intervention in these realms has been critical to successful treatment and containment of serious public health problems. It is important, however, that the physician's responsibility to discuss gun ownership, as well as these other topics, be carried out so as to preserve confidentiality and prioritize neutrality.
One final argument against physician-initiated gun conversations is that physicians have limited time. The average visit in a primary care provider's office lasts somewhere between 10 and 18 min. 29 During that time, the physician must address the patient's primary concern and evaluate other health risks. For health/safety risks without symptoms or previous record, relevant patient information should be collected. However, the potential list of risks is infinite. How does a physician decide whether to ask about jaywalking, texting while going down stairs, smoking, owning a pool, wearing a helmet while riding a bicycle, cutting vegetables while watching TV, or owning a gun?
Examined risks should be based on the severity and likelihood of associated injuries. Data may not exist yet on injuries from texting while walking, but enough data exists on gun injuries such that reputed medical associations classify them as a public health crisis. 30 It may well be that owning a pool puts a child at greater statistical risk for injury than her parents owning a gun, 31 in which case a question about pool ownership should be asked of parents. There should be an objective threshold for determining what topics are worthy of the primary care provider's limited time with her patients. The annual 33,000 deaths and 80,000 injuries caused by guns put enough people at risk to qualify the subject of firearms among physician counseling duties.
RECOMMENDATIONS
If the discussion were to jeopardize the patient's trust in the physician, then both the goal of reducing gun injuries as well as the physician's ability to provide effective health care would be impeded. It is important for primary care physicians to broach the topic with all patients, and to do so in a uniform manner least likely to create offense. Accordingly, the following recommendations have been crafted to promote neutrality, privacy, and respect:
Prohibit Discrimination on the Basis of Gun Ownership
This recommendation is codified generally in the Hippocratic Oath, 32 and enshrined in the codes of the American Medical Association and the American College of Physicians. 33 In practice, it means not changing or refusing care to patients who do not engage in gun conversations, or to those who acknowledge gun ownership.
Limit Question Being Asked, and Information Provided
Physicians should first remind patients that all information collected will remain completely confidential. Then, the question should be along these lines: "Are guns kept in the household?" Objective phrasing is less likely to be misinterpreted as judgment laden. If the patient refuses to answer, then the physician can indicate availability of gun safety information, but then the subject should be over.
If the answer is affirmative, the physician should acknowledge that the patient might already know the information about to be provided, and that it is given to all patients who have guns in the home, and to those interested. Physicians should frame objective information Bempathetically, without explicit orders to do something,^as Drs. Betz and Wintemute suggest. 34 The most relevant physician intervention is education on gun risks and injuries, especially those in the home and between whom they occur. The physician should also explain the safety benefits of keeping firearms stored in locked safes or storage cases when not in use, disarming them with gun locks while not in use, and keeping ammunition stored in a separate locked safe or storage case. 35 These facts stand on their own logic and do not require special training to offer with authority.
Seek Support
Information on storage, risk, safety, and local training can be provided verbally or in written form. Relevant pamphlets and talking points are freely available from a variety of organizations, including Project Child Safe 35 and the American Academy of Pediatrics. 36 Betz and Wintemute also suggest that physicians who do not own guns could seek cultural competence counseling from the 13-41 % of physicians who do own guns. Dr. Betz even has a TedX talk on BHow to Talk to Patients about Guns and Suicide,^which is available on YouTube. 37 While physician concern about how best to approach the topic is justified, available resources allow all physicians to be up to the necessary task.
